/ THE DIVISION OF HEALTH OF MISSOURE 32033

. Ng, 200
soles HLED SEP 21 1951 STANDARD CERTIFICATE OF DEATH State File No
BIRTH NO. REG. DIST. MO, Jf 7 PRIMARY REG. DIST. no._-_a_a_é_-;.. Registrar's No B3 ?
} 1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whers decesssd lived. Il institution: residence befors
a. COUNTY a. STATE b. COUNTY adinission).
04] Clarbon 5-!- lou.i S Missouri ch Loals
-}’ ® b. CITY (U outside corpurate limits, write RURAL sd sive ¢, LENGTH OF < cm' (If outaide corporate limits, write RURAL and give township) 3 .
. _ _OR township) | STAY (In this place) ! R4
Town St Lowts CLayre 2 Qg;,__l TS Gf—Touts UN/IVvE RS :Nd
a _d. FULL NAME OF (f oot Lo bospital or tnatitatida, give strest nddree or looation) d. STREET (If rural, give location)
(=) HOSPITAL QR ADDRESS
0 iNsTiItuTioN.  §t, Louls Co, Hospt, /
2, . 3. l;')qz'\ch&ﬁs OE% a. (First) b. (Middle} c. (Last) ‘ a DATE (Month)  (Day) (Yean
", I (Tepe or Print) Frank Klersch pAM__ Sept 12 1951
Ew" 5. SEX 6. COLOR OR RACE | 7. #;\D%RIED IglE\\{ER MARRIED, ) 8. DATE OF BIRTH g, l:\‘(‘;E (ln,u;rl o v | YEAR | ¥ medw u en,
. o Days | Hours | Min,
Male (| White Wdowed Septa.18 1870 80 . | |
10a.- USUAL OCCUPATION work- | 10b. SINESS OR IN- | 11. B U
,_“rduﬂggsd' u(’(:'b::::;lof k| 10b. K"“; OF BU Aol IRTHPLAC%;B:.u ot forsign eountry) a 12, Cngh:Tz'E{hOFWHAT
= Retired / St.vLouis, Co, Mo, USA_
13a. FaTHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. WAME OF HUSBAND OR WIFE
. Charles Klersch 1l Thersa St
- I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT'S S|IGNATURE OR NAME ADDRESS
(Yes. 0o, or unknown) | (If yes, sive war or detes of service)
. No : 497 18 84( 1l Flimer Klersch 7534 Trenton Ave,
19. CAUSE OF DEATH : MEDICAL CERTIFICATION Im'm%v»:lﬁ EETWED
. DISEASE OR CONDITION
- Enter anly ansoauso per IDIRECTL)'EEAS?NGTODEATH-(,, IVevmon'sn, BrRonxvcrtrge R LArs

line for (8), {b}, and (c)

ANTECEDENT CAUSES
*Thiz does not - -
lhcmadeofdﬁng.ﬁ: Morbid conditions, {f onyg, gising DUE TO (B FfACT’VFé:’ o Zf”"‘f"%ﬁf{/ﬁ o A0 eTHS

a2 heart foilure, asthenis, | rise to the abooe canse (a) 'dating
ctc. It memms the dia. | (h¢ undeviying cotse lost. q O ﬁi Ci
case, injury, or complico- DUE TO (¢)

tion tohich coused death, | 1. OTHER SIGNIFICANT CONDITIONS

Conditions contribut the death bus
rmumzdum¢‘3’:}sduwnmmm ’/14667‘65 J/E(.L /7“1/.5

194, DATE OF OPERA. | 195. MAIOR FINDINGS OF OPERATION | ™. AuTopsv?
= . /V oV E \ }r] ves [ uoﬂ
214, ACCIDENT (Boecity) 210, PLACEOF INJURY (.. Inorsbust | 21c. (CITY. TOWN. OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . boms, tarm, offioe bidg.. 18 . .
HOMICIDE UJ W o Y N~ : :
20.TIME  (doow) (Dap) (Yee) Goun | 2le. INIURY OCCURRED | 2If. HOW DID INJURY OCCUR?
mivry T ey m | oone L] "ATWORK. Unsow N

27 hefeby cerlify that I attended the deceased from .._i_td_._ 1957, to __Q-_-._/a_ 1954, that I last zato the deceased
aliveon ___G— 72 _ 19-5{, and that death occurred D210 B, from the causes and on the date stated above.

mSIGNﬁ:RE (Degrow oz title) | 220 ADDRESS 37~ L g v s5 Cova'rr 7. DATE SIGNED
€ tterts , DD N\ Hospirac, Lo .S'Jt;/ru.op| /:

242, BURIAL, CREMA.- | 24b. DATE 24c. RAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county)
TION, REMOVAL Bpeetty)
Burisl {4 iSept 14 19580 ML, Tehsnon Cem, St. Lonis. Co. Ma.

WRITE PLAINLY—YUSING UNFADING BLACK INKE—MAKE A PERMA

DATE RECD BY LOCAL ISTRAR'S SIGNATU % FUNERAL GIRECTOR' 3 51SNATURE - ADOWESS |
g . 22 '?,% &M };ni?Jos. W Clark 1125 Hodiamont, Ave,’

mw%mmmkm%)
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STATEMENT BY LICENSED EMBALMER

tln
3,

I hereby certify that the body whose name is recorded on the reverse side of this certiicate was embalmed by me, 0of by ecerciresae

Student Embalmer No.

wotking under my personal supervision.

Student .oreuvsacsonnas e
Student Embalmer

Ll.CEnaEd Embalmer No Dzé é \3 .
P. O Addreas.// Jﬁ;‘%da“ké‘

The above MUST BE SIGNED BY THE LICENSED EMBA[MER in his OWN HANDWRITING (Failure to comply with

Note:
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.




